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Figure 2-5a. Annual prevalence of mental/addictive disorders and services for aduits
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Figure 2-5b. Annual prevalence of mental/addictive disorders and services for adults
Percent of Population (28%) With Percent of Population (15%) Receiving
Mental/Addictive Disorders Mental Health Services*
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Other Human Services and
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*

Due to rounding, it appears that 9 percent of the population has a diagnosis and receives treatment. The actual
figure is closer to 8 percent, as stated in the text. It also appears that 6 percent of the population receives
services but has no diagnosis, due to rounding. The actual total is 7 percent, as stated in the text.

** For those who use more than one sector of the service system, preferential assignment is to the most
specialized leve! of mental health treatment in the system.

Sources: Regier et al., 1993; Kessler et al., 1996
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Figure 2-6a. Annual prevalence of mental/addictive disorders and services for children
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Figure 2-6b. Annual prevalence of mental/addictive disorders and services for children

Percent of Population (21%) Receiving
Mental Health Services
(in one year)

Percent of Population (21%) With
Mental/Addictive Disorders
(In one year)
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Specialty Care (8%)
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General Medical Care (1%)

Percent of Population
Receiving School
Services (11%)

Diagnosis and
No Treatment
(11%)

** For those who use more than one sector of the service system, preferential assignment is to the most

specialized level of mental heaith treatment in the system.

Source: Shaffer et al., 1996
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An era of “moral treatment” was introduced
from Europe at the turn of the 19th century,
representing the first of four reform movements in
mental health services in the United States
(Morrissey & Goldman, 1984; Goldman &
Morrissey, 1985) (Table 2-10).

The first reformers, including Dorothea Dix and
Horace Mann, imported the idea that mental illness
could be treated by removing the individual to an
asylum to receive a mix of somatic and psychosoci-
al treatments in a controlled environment
characterized by “moral” sensibilities. The term
“moral” had a connotation different from that of
today. It meant the return of the individual to
reason by the application of psycholo.gically-
oriented therapy'® (Grob, 1994). The “moral treat-
ment” period was characterized by the building of
private and public asylums. Almost every state had
an asylum dedicated to the early treatment of
mental illness to restore mental health and to keep
patients from becoming chronically ill. Moral
treatment accomplished the former objective, but it
could not prevent chronicity.

Shortly after the Civil War, the failures of the
promise of early treatment were recognized and
asylums were built for untreatable, chronic
patients. The quality of care deteriorated in public
institutions, where overcrowding and underfunding
ran rampant. A new reform movement, devoted to
“mental hygiene,” began late in the 19th century. It
combined the newly emerging concepts of public
health (which at the time was referred to as
“hygiene”), scientific medicine, and social
progressivism. Although the states built the public
asylums, local government was expected to pay for
each episode of care. To avoid the expense, many
communities continued to use local almshouses and
jails. Asylums could not maintain their budgets,
care deteriorated, and newspaper exposés revealed
inhuman conditions both in asylums and local

9 According to a student of the originator of moral treatment,
Philippe Pinel, “moral treatment is the application of the faculty of
intelligence and of the emotions in the treatment of mental
alienation™ (Grob, 1994).
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welfare institutions. State Care Acts were passed
between 1894 and World War 1. These acts
centralized financial responsibility for the care of
individuals with mental illness in every state
government. Local government took the
opportunity to send everyone with a mental illness,
including dependent older citizens, to the state
asylums. Dementia was redefined as a mental
illness, although only some of the older residents
were demented. For the past century the states have
carried this responsibility at very low cost, in spite
of the magnitude of the task. -

The reformers of the “mental'hygiene” period,
who formed the National Committee on Mental
Hygiene (now the National Mental Health
Association [NMHAY]), called for an expansion of
the new science, particularly of neuropathology, in
asylums, which were renamed mental hospitals.
They also called for “psychopathic hospitals and
clinics” to bring the new science to patients in
smaller institutions associated with medical
schools. They opened several psychiatric units in

‘general hospitals to move mental health care into

the mainstream of health care. The mental
hygienists believed in the principles of early
treatment and expected to prevent chronic mental
illness. To support this effort, they advocated for
outpatient treatment to identify early cases of
mental disorder and to follow discharged
inpatients.

Treatments were not effective. Early treatment
was no more successful in preventing patients from
becoming chronically ill in the early 20th century
than it was in the early years of the previous
century. At best, the hospitals provided humane
custodial care; at worst, they neglected or abused
the patients. Length of stay did begin to decline for
newly admitted inpatients, but older, long-stay
patients filled public asylums. The financial
problems and overcrowding deepened during the
Depression and during World War IL

Enthusiasm for early interventions, developed
by military mental health services during World
War II, brought a new sense of optimism about





































































